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Introduction: Non-traumatic intramural hematoma in the gastrointestinal tract is a rare event that could have diverse clinical presentation. The small intestine is the
site of predilection to this condition. Intestinal obstruction is the main presentation. Various degrees of acute abdominal pain with peritoneal signs would make a cum-
bersome diagnosis.
Case reports: Retrospective review of the surgical emergency admissions database was conducted back to 1994. A literature overview was conducted. Three cases were
retrieved and presented in this manuscript. More than 20 reports, with acute abdominal pain as a main presentation, were found in the literature.
Discussion: Complete history taking is mandatory not to miss such an uncommon complication. The INR level should be asked for in every case on oral anticoagulant
presenting with acute abdominal pain. CT scan is the main diagnostic tool. Conservative management is the standard therapeutic approach.Introduction: L’he´matome intramural non traumatique du tube digestif est un e´ve´nement rare qui peut pre´senter un tableau clinique diversiﬁe´. L’intestin greˆle est le site
de pre´dilection. L’occlusion intestinale est le tableau clinique le plus fre´quent. Des degre´s divers de douleur abdominale aigue¨ avec signes pe´ritone´aux sont susceptibles
d’engendrer une erreur de diagnostic.
Rapports de cas: Une lecture retrospective de la base de donne´es des admissions chirurgicales en urgence depuis 1994, a e´te´ mene´. La litte´rature a e´te´ consulte´e de fac¸on
globale. Trois cas ont e´te´ selectionne´ et pre´sente´s dans cet article. Plus de 20 rapports mentionnant une douleur abdominale aigue¨ comme principal tableau clinique ont
e´te´ trouve´s dans la litte´rature.
Discussion: L’anamne`se de´taille´e est ne´cessaire pour mettre en e´vidence cette complication rare. Le dosage de l’INR doit eˆtre demande´ pour chaque patient sous trait-
ement anticoagulant oral pre´sentant un tableau clinique de douleur abdominale aigue¨. L’outil de diagnostic principal est le scanner. L’approche the´rapeutique standard
est une prise en charge conservatrice.African relevance
 Oral anticoagulants are commonly prescribed medications
in Africa.
 Many African countries are close to the equator at high
ambient temperatures, likely to be a precipitating factor
for the development of hematoma due to oral anticoagulant.
 Medication monitoring is less precise in Africa due to many
factors.Introduction
Diagnostic uncertainty prevails in about 40% of the cases pre-
senting with abdominal pain.1 The primary goals of manage-
ment are to diagnose the etiology of the abdominal pain and
then to ascertain the necessity for surgical intervention. In
order to avoid non-indicated surgical procedures, a meticulous
workup is crucial.2–4 However, a differential diagnosis is not
always that forthcoming. Common patterns tend to guide
clinicians in terms of further evaluation.
Unfortunately, in at least a third of cases the clinical
characteristics are atypical, which render the diagnostic chal-
lenge more challenging.2,4 Accurate history taking remains
the most fundamental step when approaching these cases.5–10
e2 M. Bekheit et al.A medication history represents an important component of
history taking as it might provide clues to both the patient’s
background and current problem.
Anticoagulants are often prescribed to treat a variety of
surgical and medical conditions. One of the rarely reported
complications of this class of drugs is the occurrence of intra-
mural hematomas in the gastro-intestinal tract.11 We hereby
report three cases of intramural hematomas in various parts
of the gastrointestinal tract. The cases presented to our emer-
gency center (EC), Aljahraa Hospital (Aljahraa, Kuwait), with
acute abdominal pain, with and without intestinal obstruction.
Case report 1
A 40 year-old male patient presented to our EC with upper
abdominal pain and vomiting. The patient had chronic
obstructive pulmonary disease, ischemic heart disease (IHD),
dilated cardio-myopathy and previous myocardial infarction.
The patient was on warfarin for his extensive cardiac history.
His abdominal examination revealed a tender and rigid upper
abdomen with no palpable masses and bowel sounds audible.
Rectal examination showed normal color stools. Further
examination revealed minor bleeding from the gums. His
admission laboratory work-up showed mild anemia (hemoglo-
bin 10 g/dl), leucocytosis (WBCs 17,700/dl) and a deranged
coagulation proﬁle (INR 17). Abdominal ultrasound was per-
formed which revealed the presence of an 18 mm thick hypo-
echoic gastric wall. This was followed by endoscopy, which
showed diffuse submucosal hemorrhage involving the entire
body and antrum of the stomach extending to the upper part
of the duodenum with no evidence of active bleeding. Com-
puted Tomography (CT) of the abdomen conﬁrmed the exten-
sion of the hematoma (Fig. 1). The patient was given a stat
dose of vitamin K and a transfusion of fresh frozen plasma
was commenced and a 13 day admission ensued for correction
of the coagulation deﬁcits and observation. Follow up ultra-
sound showed the reduced size of the stomach thickness after
ﬁve days of admission. Subsequent upper gastrointestinal
endoscopy after ten days of admission showed signiﬁcant
improvement of the mucosal appearance.Figure 1 Abdominal CT with thickened antrum of the stomach
(arrow).Case report 2
A 62 year-old male patient presented to our EC complaining
of abdominal pain associated with constipation for two days.
The patient had IHD and chronic atrial ﬁbrillation for which
he required warfarin. His vital signs were stable on admission,
but his abdomen was distended with diffuse rebound tender-
ness and hypoactive bowel sounds. A rectal examination
revealed melena. Abdominal ultrasound was performed which
reported signiﬁcantly thickened small bowel loops and an inci-
dental, simple, left renal cyst. In addition, patency of the mes-
enteric vessels was unclear. Abdominal CT with intravenous
contrast showed thickening of the proximal 20 cm of jejunum
with a patent superior mesenteric artery and vein (SMA and
SMV) (Fig. 2). His laboratory work-up demonstrated an
INR of 10.5. There were no signiﬁcant derangements in the
rest of the laboratory work-up. Pain improved dramatically
after correction of anticoagulation with vitamin K, fresh fro-
zen plasma and intravenous ﬂuids. The patient was discharged
after four days with an adjusted dose of oral anticoagulation.
Case report 3
A 65 year-old male patient, diabetic with IHD on warfarin was
admitted to our inpatient surgical ward through the EC
because of abdominal pain. There was no apparent indication
for his warfarin treatment. The pain was described as diffuse,
dull, and aching with maximal tenderness in the right iliac
fossa. Clinical examination of the patient showed tenderness
on the right lower quadrant of the abdomen, with no change
in the stool color on rectal exam. All laboratory investigations
were within normal ranges except for a high blood sugar and
an abnormal coagulation proﬁle (INR 9). Abdominal ultra-
sound was not conclusive, but CT with intravenous contrast
of the abdomen showed a 10 cm thickened terminal ileal loop
with normal mesenteric blood ﬂow (Fig. 3). Vitamin K, ﬂuid
resuscitation and fresh frozen plasma were given intravenously
to correct the coagulation. The patient’s symptoms resolved by
the second day of admission and discharged after a further two
days with a referral notice to his primary care physician to
review the indications for anticoagulation.Figure 2 Abdominal CT showing increased thickness of the
proximal jejunum (arrow).
Figure 3 Mural hematoma of the ileum (arrow).
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Non-traumatic intramural hematoma of the gastrointestinal
tract complicating anticoagulant therapy is an uncommon
event. It is mainly associated with warfarin and less commonly
reported with other anticoagulants.12,13 Warfarin doses vary
considerably between patients, with Factor VII polymorphism
thought to be mainly responsible, although ambient tempera-
ture plays a role as well.14,15 However, not all variabilities
are explained by these and as of yet the process is not fully
understood. The high ambient temperature in Kuwait, similar
to many parts in Africa, may have likely contributed to the
exaggerated response to warfarin seen in these three cases.
Intramural hematomas of the gastrointestinal tract can
present with a multitude of signs and symptoms. Gastric mural
hematomas are very rare complications of anticoagulant ther-
apy and present mainly with upper abdominal pain and vom-
iting that may or may not be blood stained.16,17 Jaundice and
acute pancreatitis have been reported as complications of duo-
denal hematomas,12,18–21 whilst intestinal obstruction was the
main presentation for lesions occurring in the small intes-
tine.22–24 Occasionally these lesions could present with bleed-
ing from an oriﬁce.25,26 Acute abdominal pain appears to be
the most commonly reported symptom.27 All of our patients
had acute abdominal pain on presentation.
Complete history taking remains of paramount importance
in patients presenting with abdominal pain. As an elevated
INR has been reported consistently in case reports, it should
be performed on all patients on warfarin presenting with
abdominal pain as it will provide a clue to the potential diag-
nosis.25,28 Despite endoscopy allowing direct visualization of
the mucosa access is restricted in most low to middle income
ECs.28 When available a CT provides more discrete informa-
tion about not just the diagnosis, but also the extent and the
mural thickness of the lesion.29 It is also less invasive than
endoscopy, which might directly cause mucosal bleeding and
ulcerations. Abdominal ultrasound can show mural thicken-
ing, but it should be borne in mind that a negative ultrasound
does not rule out the intramural hematoma.28
Bacterial translocation from the dysfunctional mucosa due
to the accumulation of blood is associated with a leucocytosis
and possibly even sepsis.30 WBC elevation can be over 20
thousand, which could confound the diagnosis. Higher WBC
counts can be associated with more extensive hematomas.30Lethal outcomes occur if extensive hematomas are associated
with the presence of signiﬁcant co-morbidities.30 Currently,
the management includes the resuscitation and the correction
of anticoagulation.11,12,22,28,29,31,32 We reverse warfarin
induced coagulopathy with vitamin K and/or fresh frozen
plasma. Prothrombin complex concentrate is widely used for
this purpose in higher income settings.33
The necessity for surgical intervention in these cases has
diminished signiﬁcantly and its role is presently reserved to
those cases that do not improve using conservative measures.
The extent of the mural hematoma, along with the WBCs
could predict those who might require surgical intervention,30
however, response to resuscitation is a governing factor for
decision-making. Early recognition avoids unnecessary surgi-
cal exploration.34–36
Conclusions
An accurate detailed history is essential when assessing a
patient with acute abdominal pain. Where patients on antico-
agulant therapy present with abdominal pain, a coagulation
proﬁle should be considered routine. The diagnosis of a spon-
taneous intramural hematoma relies mainly on a detailed his-
tory and clinical examination, deranged coagulation proﬁle
and abdominal CT conﬁrmation. The decision on how to man-
age the clinical condition is governed by the response to the
conservative management in the ﬁrst instance.
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